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Abstract
The high prevalence of health conditions among U.S. women receiving Temporary Assistance for
Needy Families (TANF, or `welfare') impedes the ability of many in this group to move from
`welfare-to-work', and the economic recession has likely exacerbated this problem. Despite this,
few interventions have been developed to improve employment outcomes by addressing the health
needs of women receiving TANF, and little is known about the impact of economic downturns on
the employment trajectory of this group. Using data from a recent randomized controlled trial
(RCT) that tested the efficacy of a public health nursing (PHN) intervention to address the chronic
health condition needs of 432 American women receiving TANF, we examine the effect of the
intervention and of recession exposure on employment. We further explore whether intervention
effects were modified by select sociodemographic and health characteristics. Both marginal and
more robust intervention effects were noted for employment-entry outcomes (any employment,
p=0.05 and time-to-employment, p=0.01). There were significant effects for recession exposure on
employment-entry (any employment, p=0.002 and time-to-employment, p<0.001). Neither the
intervention nor recession exposure influenced longer-term employment outcomes (employment
rate or maximum continuous employment). Intervention effects were not modified by age,
education, prior TANF receipt, functional status, or recession exposure, suggesting the
intervention was equally effective in improving employment-entry across a fairly heterogeneous
group both before and after the recession onset. These findings advance our understanding of the
health and employment dynamics among this group of disadvantaged women under variable
macroeconomic conditions, and have implications for guiding health and TANF-related policy.
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In 1996, the U.S. welfare system changed dramatically when Congress created the
Temporary Assistance for Needy Families (TANF) program. Commonly referred to as
“welfare reform”, a major aim of this legislation was to “end the dependence of needy
parents on government benefits by promoting job preparation [and] work …” (United States
104th Congress, 1996, p.9). The legislation disproportionately affects single mothers, as
they comprise approximately 96% of adults receiving TANF in the U.S. (Jones-DeWeever
et al., 2003). Legislative mandates within TANF require immediate participation in job-
search and/or employment-preparation activities for TANF recipients. Although
employment preparation activities vary widely, expectations for women receiving TANF are
clear: they need to find a job to support themselves and their children and maintain work as
long as possible. When TANF program expectations are not met, sanctions are applied,
which result in reductions in income support, and/or other benefits (Moffitt, 2003; Polit et
al., 2001).
The implementation of TANF resulted in a precipitous drop in the number of people
receiving assistance, increased employment, and higher earnings for those who left welfare
for work. From 1996 to 2000, there was a 50% decline in TANF receipt – from 4.4 million
families in 1996 to 2.2 million in 2000 (Fagnoni, 2001a); however, work participation rates
increased 9% following welfare reform, with 59% moving into employment before, and
68% moving into employment after TANF job-search requirements were enacted (Jones-
DeWeever et al., 2003). Among those who become employed, job tenure increased from 18
to 24 months, and household income increased 40% to 70% pre- and post-reform (Cancian
et al., 2000; Jones-DeWeever et al., 2003; Moffitt, 2003; Polit, Widom, et al., 2001).
These apparent gains, however, have been tempered by other findings. Immediately post-
reform, when the “most able” TANF recipients transitioned into work (Fagnoni, 2001a),
65% remained below the Federal Poverty Level (FPL) (Jones-DeWeever et al., 2003), 57%
worried they would run out of food, and 33% skipped meals to stretch their food supply
(Loprest, 1999a). Of those employed, 60% work more than 35 hours per week (Acs &
Loprest, 2007), only 25–33% remain at the same job for more than one year (Jones-
DeWeever et al., 2003; Polit et al., 2001), and 22–26% of TANF leavers reapply for TANF
within one year, calling into question whether long-term self-sufficiency for many in this
population is possible (Acs & Loprest, 2007; Cancian et al., 2000; Cao, 1996). Moreover,
welfare analysts have repeatedly cautioned policymakers that the early employment gains
attributed to welfare reform were observed during a time of economic stability, and that an
economic downturn would likely result in vastly different TANF policy outcomes (Ziliak,
2002).
Embedded within these overall trends is significant variability in employment outcomes
across the TANF population. Between 30–85% of TANF recipients confront one or more
obstacles that hamper employment – including barriers related to education, work
experience, and poor health (Acs & Loprest, 2007; Loprest & Zedlewski, 2006). Among
them, health-related barriers are perhaps the most problematic for TANF programs to
address (Fagnoni, 2002), although they are highly prevalent in the TANF population. An
estimated 27–48% of TANF recipients report a health condition that limits their ability to
work (Loprest & Maag, 2009; Zedlewski, 1999); up to 60% meet diagnostic criteria for
Major Depressive Disorder, Post-Traumatic Stress Disorder, Generalized Anxiety Disorder,
and/or a social phobia; and 70% report some limitation in physical functioning (Corcoran &
Chen, 2004). In the presence of unaddressed barriers, the likelihood of moving from
`welfare-to-work' and becoming self-sufficient is slim, and worsens as the number and
severity of barriers increases (Zedlewski, 1999). Among the U.S. adult population with a
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health-related disability, 55% maintain employment, compared to only 18.2% of the TANF
population with a health-related disability (Loprest & Maag, 2009).
To date, little is known about the longitudinal employment patterns of TANF recipients with
chronic health conditions over time, what role macroeconomic factors play in shaping these
patterns, or how to improve health and long-term employment outcomes in this group. Most
studies of employment patterns among TANF recipients, for example, are based on annual
cross-sectional employment data, and do not capture shorter-term employment dynamics or
the cumulative rate of work over time (Corcoran & Chen, 2004; Polit et al., 2001). Of the
few studies that do, findings indicate those with a health condition are employed, on
average, 5.4 fewer months per year than those without (Corcoran & Chen, 2004). Despite
these findings, only two intervention studies to address the health needs of women in TANF
programs have been completed. Morgenstern and colleagues (2009) found intensive case
management improved abstinence rates and the odds of employment among women in
TANF with substance abuse disorders (n=302). Similarly, we have demonstrated that public
health nursing (PHN) health screening, referral, and case management for women with
chronic health conditions in TANF programs improved both depression and functional status
(n=432) (Kneipp et al., 2011).
Fluctuations in the labor market have been shown to influence both welfare use and health.
In late 2009, the unemployment rate in the low-wage labor force was estimated at 30%,
compared to a rate of 3–4% among higher-income workers (Sum & Khatiwada, 2010). As
low-wage workers are disproportionately affected during economic downturns, welfare exits
due to employment decrease and applications for welfare benefits increase (Hoynes, 2000;
Kwon & Meyer, 2011). Comparing data for calendar years 2007 and 2010, TANF caseloads
rose an average of 11.5% in the U.S. since the onset of the recession in December 2007;
however, there was wide variability in TANF participation changes across states, with
caseloads in 18 states decreasing an average of 10%, while increasing an average of 25.3%
in all others (U.S. Department of Health and Human Services, 2011).
In terms of health, studies have consistently shown that stress, mental health, and health-
related quality of life worsen as unemployment rates rise (Davalos & French, 2011; Zivin et
al., 2011). Albeit counterintuitive, total mortality and mortality from 8 of 10 preventable
causes has been shown to decrease, while at the same time a number of physical health and
health behavior indicators improve as state-level unemployment rates increase (Ruhm, 2000,
2001, 2005). These associations, however, vary in magnitude and direction by race and
socioeconomic status (SES) (Suhrcke & Stuckler, 2012). For example, as the unemployment
rate increases, the positive health effects observed in the general population are not found in
African Americans and lower educated groups; rather, there is an opposite trend, with
obesity and smoking rates increasing during times of economic recession in these
populations (Charles & Decicca, 2008; Dooley & Catalano, 1984; Dooley et al., 1981).
Taken together, these findings suggest economic recessions impact welfare program
participation and the ability to leave TANF for employment, and differentially impact health
by race and SES. Despite this, remarkably little is known about the effect of the recent
economic recession on employment outcomes for TANF recipients with chronic health
conditions, or whether interventions intended to improve health and employment in this
group would be more or less effective with fluctuations in the labor market.
In this article, we report on employment findings using data from a randomized controlled
trial (RCT) that tested the efficacy of a public health nursing (PHN) case management and
Medicaid knowledge and skills training intervention for women in Welfare Transition
Programs (WTPs) with one or more chronic health conditions. We use a generic reference to
`Welfare Transition Programs (WTPs)' throughout this article to represent welfare-to-work
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programs across the U.S. that women receiving TANF are required to participate in. While
there is some variability in the services provided in WTPs, they all operate under the same
set of federal guidelines and serve a common purpose: to move TANF recipients into
employment (Danziger & Seefeldt, 2003; Fagnoni, 2001a). Further description of the
intervention, the main effect of the intervention on employment outcomes from the RCT,
and post-hoc exploratory findings related to the role of the recession on employment
outcomes are reported here. Although this article focuses on employment outcomes from the
trial, the health outcomes from the intervention are presented in detail elsewhere (Kneipp et
al., 2011). Taken together, these findings add to a more nuanced understanding of the
relationships between health, employment, and the larger economy in the TANF population.
Specifically, the aims of our analyses were to examine:
1. the main effect of the PHN intervention on employment outcomes by comparing
women randomized to either the intervention or control group;
2. the main effect of the recession on employment outcomes by comparing women
unexposed to the recession while in the RCT to those fully exposed to the recession
while in the RCT;
3. the extent to which (a) recession exposure or (b) select sociodemographic and
health characteristics modify the main intervention effect on employment
outcomes.
Methods
The data used in our analyses are from a RCT conducted between February 2007 and April
2010. This research was approved by the University of Florida and the University of North
Carolina at Chapel Hill IRBs.
Intervention Description
Using a Community-Based Participatory Research (CBPR) approach (Minkler &
Wallerstein, 2003), the intervention was designed in partnership with women enrolled in a
Welfare Transition Program (WTP) in north central Florida. Given the high prevalence of
health-related barriers to employment in the TANF population, the absence of evidence-
based practices for managing health needs within the context of WTPs, and the likelihood of
chronic health conditions interfering with employment if they are not well-managed, the
intervention emphasized health screening, referral, and case management conducted by a
public health nurse (PHN). We adopted the chronic health condition definition used by the
National Health Interview Survey, which includes “conditions that are generally not cured,
once acquired” (National Center for Health Statistics, 2003, p. 29). In this definition, we
include mental health conditions characterized by episodes that can result in full recovery
with treatment, but have a high rate of relapse among lower socioeconomic status groups;
can result in recurring functional impairment that interferes with job performance; and
which have been shown to be highly prevalent in the TANF population (i.e., major
depression, post-traumatic stress disorder, and generalized anxiety) (Shear et al., 2000).
To ensure the intervention was culturally sensitive, respectful, and relevant to women in the
WTP, we engaged the target population in co-developing the intervention (see Lutz et al.,
2009, for a detailed description). Based on recommendations from women in WTPs, the
intervention also included a one-time, brief (2-hour) training session on using Medicaid
effectively. Participants in the intervention group met with a PHN at baseline and underwent
a comprehensive health assessment. Referral and case management activities began at this
initial visit, and focused on ensuring access to and coordination of care, disease management
through regular primary care and/or specialist follow-up, health education, and disease
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prevention. Intervention participants were scheduled for a one-hour follow-up appointment
with the PHN at 3, 6, and 9 months where their health-related status was reassessed and case
management activities continued. Although the intensity of case management was
individualized based on participant needs, PHN contact for case management purposes
averaged 4 hours and 35 minutes per participant (mean = 261 minutes, SD = 112) over the
9-month study period.
Control group participants received what would be considered usual care in the local WTP.
The WTP where the study was conducted routinely provided participants with information
about agencies in the community that could provide health-related services; however, there
was no standardized process used to screen for, or address, chronic health conditions that
could act as barriers to employment. To reduce attrition, control group participants were
offered an attenuated version of the intervention at the end of the 9-month observation
period, which approximately 50% opted to receive. Additional details of the study design
and the main intervention effects on health outcomes are reported elsewhere (Kneipp et al.,
2011; Lutz et al., 2009).
Sample & Setting
The RCT included a convenience sample of 432 women enrolled in a WTP in one urban and
one rural county in North Central Florida. Study recruitment, enrollment, and follow-up on
all participants were completed between February 2007 and April 2010. While the two study
counties reflect differences commonly observed between rural and urban settings,
unemployment rates differed in the two counties by only 0.8% prior to the recession onset,
and by 1.3% after the recession onset (U. S. Department of Labor, 2011).
Enrollment criteria required women be receiving TANF, not employed, be between the ages
of 18 and 60 years, have at least one chronic health condition, and speak English. The
chronic health condition criterion was met by either self-report of a physical or mental
health condition diagnosed by a health provider, and/or findings from the PHN health
screening, which could include a `positive' screen for depression (≥17 on the Beck
Depression Inventory-II [BDI-II] confirmed by the Structured Clinical Interview for DSM
Disorders Axis I, Non-patient [SCID-I/NP] – Major Depressive Episode/Disorder), anxiety
(≥16 on the Beck Anxiety Inventory [BAI] confirmed by the SCID-I/NP – Generalized
Anxiety Disorder), or post-traumatic stress disorder (PTSD) (based on the SCID-I/NP –
PTSD) as a chronic health condition. To control for expected longer-term or permanent
employment interruptions in the study sample, we excluded women who were pregnant or
receiving disability income. Once enrolled, participants were randomized to either the
intervention or control group following the Consolidated Standards of Reporting Trials
(CONSORT) guidelines for randomization (Schulz et al., 2010).
A detailed flow of participants through the study is depicted in Figure 1. During recruitment,
589 women were screened to determine if they met the initial inclusion criteria. Of those,
432 enrolled in the study (73% of those who completed initial screening). Fifty-nine
participants (13.7%) had to be withdrawn at some point during the study course. Of the 373
eligible to complete the study, 76% (n=285) completed the 9-month follow-up.
Measures
All measures were obtained at baseline and at 3, 6, and 9 months after enrollment.
Demographic & Health Measures—A brief description is included here, with these
measures also presented in Table 1 for descriptive, comparative purposes by intervention
group assignment and recession exposure group. Demographic variables include self-
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reported race, age, education level, and the number of times TANF was received previously.
Health variables include the Beck Depression Inventory-II (Beck et al., 1996), the General
Health subscale from the Short Form 12 version 2 (SF12v2) (Ware et al., 2005), a composite
measure of functional status derived from four dimensions of the SF 12v2, the number of
chronic health conditions reported at baseline, and the number of self-reported symptoms
based on a review of systems checklist commonly used during primary care visits.
Employment Measures—Four employment measures were constructed based on self-
reported job beginning and ending dates gathered over the 9-month study period. Two of
these relate to employment-entry (any employment and time-to-employment), while the
other two reflect the amount and duration of employment (employment rate and maximum
continuous employment). Constructed using employment date data, any employment refers
to whether a participant was employed at any time during the 9-month study observation
period. Time-to-employment measures the number of days from study enrollment to the
beginning of employment. Given the majority of participants enrolled in the study within
approximately one week of TANF benefits beginning, this is also a reasonable measure of
the number of days from the onset of TANF receipt to beginning a job. Employment rate
represents the proportion of time a participant spent working relative to the number of days
observed in the study, calculated as: Number of days worked/Number of days possibly
worked × 100. Maximum continuous employment measures the maximum number of days
worked consecutively throughout the study, regardless of whether this continuous work
period was at the same job, or different jobs. We allowed for up to a 7 day “gap” in
employment as women may have moved from one job to another, in which case days within
this gap (up to 7 days) would have been counted as continuous days working. In deriving
this measure, we wanted to capture work effort that women could reasonably be expected to
maintain some level of economic self-sufficiency, without having to re-apply for TANF
benefits once in the workforce. An assumption of a 7 day gap, if it had occurred, was that
income lost over this period of time “between jobs” could potentially be substituted with
support from family, friends, or other non-TANF financial supports.
Recession Exposure—Although the National Bureau of Economic Research dates the
onset of the most recent recession officially beginning in December 2007 (Rampell, 2008),
the unemployment rate typically rises after a recession has been officially pronounced (Lee
& Shields, 2011). As expected, unemployment rates in our study counties were relatively
stable at or around 3% for several months after the recession onset (December 2007), but
spiked quickly to nearly double this baseline rate in July 2008, where it exceeded 5% (U. S.
Department of Labor, 2011). This marked increase occurred roughly mid-way through the
29 month study enrollment period (see Figure 2).
In delineating recession exposed groups, our goal was to maximize the recession's impact on
the ability to leave TANF for work. Given the lagged effect of recessions on unemployment,
this meant for the purpose of constructing a recession exposure group variable it would be
more appropriate to align the designated onset date more closely with the rise in
unemployment rather than the “official” recession onset date. There were few findings in the
literature, however, to empirically support selecting one unemployment rate threshold over
another for delineating recession exposed groups. Ultimately, we used data from a recent
study by Kwon & Meyer (2011), where the percentage of the TANF population exiting due
to employment decreased roughly 10% as the unemployment rate rose 2% (from 4% to 6%)
during the 2001 recession. This 2% rise during the 2001 recession approximated the 2% rise
in unemployment observed in our study counties in July 2008. Therefore, for the recession
exposure variable, participants were categorized into three groups based on their “exposure”
to the recession and high (≥ 5%) unemployment rates, with 120 women in the full sample
categorized as having “no exposure” (completing the 9-month study prior to July 2008), 149
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having “mixed” exposure (enrolling prior to July 2008 but completing after this date), and
163 with “full” exposure (enrolling after July 2008, thus spending the entire study period in
the labor market when the recession was most likely to impact employment opportunities).
Analyses
Analyses were conducted using Stata/SE 11.0 and SAS V. 9.2. Employment variables were
calculated for participants who completed one or more follow-up measurements at 3, 6, or 9
months; thus our final analytic sample for the employment-related outcomes includes 353
women. Among those who completed each follow-up, less than 11% of data were missing
on outcomes of interest; these subjects were deleted case-wise from analyses.
Given the goal of maximizing the differential impact of the recession on employment and
the post-hoc, exploratory nature of the recession-related analyses, we included the two
recession exposure groups that were clearly either unexposed or fully exposed to the
recession while excluding the group that had mixed, or partial exposure to the recession
from our main recession exposure effect and modification effect analyses. Thus, analyses
that include tests of significance for differences in recession exposed groups are limited to
participants in our final analytic sample (n=353) who had no exposure to the economic
downturn while in the study (n=100) and participants who had enrolled and completed the
study following the onset of the recession (i.e., the exposed group; n=130). Descriptive
statistics of employment outcomes for each of the three recession groups were calculated to
observe general trends, and are presented in Table 2.
Logistic regression was used to assess the main effects of the intervention and recession
exposure on any employment. For time-to-employment, the Kaplan-Meier method with log-
rank tests was used. For the employment rate analysis of main effects, a zero-inflated
negative binomial (ZINB) model was used to account for over-dispersion and excess zero
values (i.e., participants who did not work at all during the study period, or 31%), which
could not be appropriately accounted for using a standard Poisson regression approach
(Long, 1997). To analyze the main effects of the intervention and recession exposure on
maximum continuous employment among participants that began employment during the
study period (n=243), we applied a general linear model. All recession analyses also
controlled for the main effects of the intervention group.
To examine whether recession exposure modified the main intervention effects on
employment in the intervention and control groups, we included an interaction term of
recession exposure x group for each of the four employment measures. To better understand
how any of the wide range of sociodemographic and health characteristics at baseline might
have modified the intervention effect on employment, we took a two-step approach based on
emerging recommendations for guiding modification effect (i.e., subgroup) analyses of RCT
data across characteristics observed at baseline. These include limiting analyses to variables
that are theoretically and empirically related to the outcome of interest; using interaction
terms to evaluate modifying effects; recognizing the power limitations associated with
statistical testing of interaction terms in post-hoc, sub-group analyses; and emphasizing the
exploratory, hypothesis-generating nature of the findings (Assmann et al., 2000; Knol &
VanderWeele, 2012; Peduzzi et al., 2002; Piantadosi, 2005; Wang et al., 2007). From a
theoretical perspective, the sociodemographic and health characteristics observed at baseline
were potentially relevant modifiers of the intervention given previous findings in the
literature (Burtless, 1997; Danziger et al., 2002; Fagnoni, 2002; Polit et al., 2001). To assess
the direct relevance of these characteristics as potential modifiers within our specific study
sample, we first examined bivariate associations between each of the sociodemographic and
health characteristics measured at baseline with each of the four employment outcome
variables. In our second step, those variables associated with employment at the p<.05
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significance level in the bivariate analyses were then evaluated as potential modifiers of
employment by testing for significant interactions with interventiongroup assignment.
Finally, to account for potential confounding, the number of possible days worked (i.e., the
number of days participants were in the study) was controlled for in all analyses of any
employment and maximum continuous employment.
Results
Sample Demographics
Sample demographics and health-related characteristics are detailed in Table 1. The RCT
sample included women who were primarily Black or African American (56.3%), unmarried
(88.4%), and had a mean age of 29.8 years. More than 80% had worked in the prior year,
and over 76% had received TANF previously. Study participants reported a mean of 3.8
chronic health conditions, with the most common including headaches (53%), back pain
(50%), depression (40%) and seasonal allergies (38%). Nearly 53% screened positive for
possible depression using the Beck Depression Inventory-II at baseline. With the exception
of participant age (mean = 28.8 vs. 30.8 years), there were no statistically significant
differences in sociodemographic or health characteristics between the intervention and
control groups at baseline, in relation to study retention, or across groups based on recession
exposure (Table 1). There were, however, statistically insignificant trends by treatment
group, such as the intervention group having a higher proportion of African Americans and
women who had recently left jobs due to health problems. There were also some shifts in
study participant characteristics based on recession exposure over the study period, with a
higher proportion of African Americans, women with more education, and those that had not
previously received TANF enrolling in the study after the recession began, although these
differences were not statistically significant. Based on available state-level data, these shifts
in study enrollment sociodemographic characteristics reflect what occurred in the TANF
population as a whole from 2007 through 2009 (U.S. Department of Health and Human
Services, 2011).
Main Intervention and Recession Exposure Effects
While controlling for possible days worked, among women who had follow-up employment
data at either 3, 6, or 9 months (n=353), there was a marginally significant main intervention
effect in any employment (i.e., whether a woman worked at all over the 9-month study
period) by group assignment (p=0.05), with 73.4% of the intervention group moving into
employment compared to 64.4% of the control group. There was a more robust group
difference, however, in time-to-employment. The Kaplan-Meier curve (Figure 3) and log-
rank test (p=0.01) show a significant decrease in the amount of time that elapsed between
study enrollment and when women in the intervention group began working: median time-
to-employment was 72 days for the intervention group and 107 days for the control group –
over a one month difference. There was no group difference in employment rate or in
maximum continuous employment.
Findings were similar for the main effect of recession exposure. Controlling for group and
possible days worked, the effect of the recession on any employment was significant
(p=0.002), with 79.0% of study participants who had no exposure to the recession becoming
employed, compared to only 60.8% of those fully exposed to the recession. There was also a
significant difference in time-to-employment by recession exposure, with a median of 70
days for those with no recession exposure and 122 days for those fully exposed (p<0.001) –
representing a difference of nearly two months (52 days). Employment outcomes by
recession exposure group are presented in Table 2, while Figure 4 depicts the probability of
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remaining unemployed across the three recession exposure groups. There were no
significant main recession effects on employment rate or maximum continuous employment.
Intervention Effect Modification Results
We also explored whether recession exposure modified the intervention effect on
employment outcomes. Accounting for the number of days in the study, both group and
recession were jointly significant predictors of any employment (p=.02 and p=.002);
however, there was no significant interaction effect for a group × recession exposure
interaction on any employment or time-to-employment. Within the control group, a Kaplan-
Meier curve estimate of the median number of days to employment was 93 days in the `no
exposure' group, and 155 days in the `full exposure' recession group. Within the intervention
group the median days to employment was 47 and 115 days in the `no exposure' and `full
exposure' recession groups. There was no group × recession exposure interaction effects on
employment rate or on the maximum period of employment. The absence of a group ×
recession interaction is an important finding, indicating that even while in the midst of an
economic recession; the improvements in any employment and time-to-employment that
occurred in the PHN intervention group were maintained.
Bivariate analyses of the associations between baseline sociodemographic and health
characteristics and each of the employment outcomes are presented in Table 3. While age,
education, prior TANF receipt, and functional status were significantly associated with any
employment and time-to-employment (p<.05), none of the sociodemographic or health
characteristics at baseline were associated with employment rate or maximum continuous
employment. Among these potential modifiers, age was fairly weakly correlated with
education (r = .25), prior TANF receipt (r = .25), and functional status (r = −.11) based on
Spearman rank coefficients (p<.05). None of the tests for interactions between age,
education, prior TANF receipt, or functional status and any employment or time-to-
employment were statistically significant at the p<.05 level.
Discussion
Our primary finding from the RCT is that employment-entry outcomes (any employment
and time-to-employment), but not outcomes related to the amount or duration of
employment (employment rate and maximum continuous employment), are improved for
women in Welfare Transition Programs (WTPs) with chronic health conditions who receive
a public health nursing (PHN) case management intervention to address their health needs
when compared to women receiving standard WTP services. Theoretically, employment
entry gains in the intervention group were facilitated by PHNs working to better manage
chronic health conditions and decrease health-related functional limitations. As reported
elsewhere (Kneipp et al., 2011), the intervention group did have a significantly greater
reduction in depressive symptoms and improvement in functional status than the control
group over the 9-month intervention period, suggesting that addressing health barriers in this
population can facilitate employment.
Given the post-hoc nature of the effect modification analyses conducted across baseline
characteristics, our findings also cautiously suggest the intervention was equally effective in
improving any employment and time-to-employment in our sample regardless of age,
education, prior TANF receipt, and functional status. The fact that there was no difference in
intervention effectiveness among women who differed on these characteristics is somewhat
surprising – particularly for functional status, given the heterogeneity of our sample on these
variables of interest and our exclusion of women from the study who were either applying
for disability status or who were receiving Social Security Disability Income. While it seems
reasonable to think that individuals with worse health-related functional status at baseline
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might reap greater benefit from a PHN case management intervention than those with better
functioning, there is little evidence in the health-related literature that this is generally the
case. This is primarily due to a lack of RCTs that are designed to examine differential
impact across functional states and the absence of subgroup analysis findings in published
reports (Smith et al., 2012).
Somewhat surprisingly, the main intervention effects on employment entry-related measures
(any employment and time-to-employment) appear to have been maintained in the midst of a
remarkably high unemployment rate, and while there was a 19% drop in the overall sample
that went to work during the study following the onset of the recession. Among study
participants who did go to work after the onset of the recession, it took nearly two additional
months (a median of 52 additional days) to secure employment. Although there is some
evidence of a downward employment trend for TANF recipients during weaker economic
times (following 2001, when unemployment peaked at approximately 5.5%) (Kwon &
Meyer, 2011), findings in this area are quite limited, with no comparable findings that have
been reported in the TANF population during the current recession that we are aware of.
Nonetheless, the lack of a significant group × recession exposure interaction should, as a
post-hoc subgroup finding, be interpreted cautiously (Assmann et al., 2000).
To the extent that employment rate and maximum continuous employment capture
dimensions of employment that are more consistent with the amount and duration of
employment, the absence of intervention or recession effects on these measures suggests
more research is needed to understand what factors promote long-term employment,
advancement, and ultimately sustained self-sufficiency for this population. As the bulk of
findings demonstrate, the jobs women receiving TANF are able to acquire are often short-
lived. Regardless of health or other barriers to work, 19–22% return to TANF within one
year, and 25–30% return within two years (Fagnoni, 2002; Loprest, 1999b; Loprest & Acs,
1996). Why these employment outcomes did not differ by recession exposure may have
been explained by factors that were unaccounted for in the current study, such as the types
of jobs; the social/interpersonal, administrative, or quality-related characteristics of jobs; or
other competing personal/family demands that explain the relatively short-lived job tenure
observed in this group, regardless of labor market strength and stability (Acs & Loprest,
2007).
There are study limitations that must be noted. First, the intervention-related results may not
be generalizable to WTPs that already address chronic health conditions in their population,
although comprehensive reports of WTPs nationwide suggest these are markedly few (U.S.
Government Accountability Office, 2004). Our findings are also limited to TANF
populations that are comprised predominantly of Caucasian and African American women.
In addition, we could not account for all possible confounders related to the onset of the
recession – some of which may be relevant to our findings – such as variability in the type
of jobs impacted in local areas, and how this might intersect with the types of jobs women
leaving TANF are likely to obtain.
Finally, there are clear policy implications that stem from our results. Our findings parallel
those of Morgenstern and colleagues (2009), who demonstrated providing intensive case
management services for TANF participants with substance use barriers improves
abstinence rates and employment outcomes. However, most state welfare programs are not
prepared to implement health-related interventions, as they do not typically have staff with
the expertise needed to appropriately screen applicants for mental or physical health
problems, or address them if identified. While it is common practice for welfare programs to
indicate they `screen' for mental or physical barriers to employment simply by asking
recipients about whether they have a history of either (Fagnoni, 2001b), studies of welfare
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implementation reveal that case managers, faced with limited time and resources, avoid
asking recipients about mental health or other problems that would complicate case planning
(Lurie & Riccucci, 2003; Robles et al., 2003). Thus, most recipients are simply assigned to
work activities, regardless of whether they are capable of fulfilling them for any extended
period of time. This model of providing services to women with barriers to employment is
potentially harmful at a time when TANF recipients lose a portion of their income benefits
for failing to comply with WTP work requirements. To help women in WTPs meet self-
sufficiency goals, evidence-based interventions such as this can begin to alleviate some of
the barriers to employment that exist. To improve long-term outcomes for this group and
reduce future, or `repeat', entry into the TANF system due to health barriers, however,
additional research that builds on the findings from this and other studies continues to be
needed.
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• Reports employment findings from the first RCT designed to reduce chronic
health condition-related barriers to employment for women receiving welfare in
the U.S.
• Over 73% of women who received public health nursing case management
entered employment compared to only 64.4% of other women receiving TANF.
• Public health nursing case management resulted in women entering employment
35 days earlier than other women receiving TANF.
• Intervention efficacy on employment-entry outcomes was similar regardless of
age, education level, prior TANF receipt, or functional status at study entry.
• Public health nursing case management improves employment-entry outcomes
for women leaving TANF – regardless of recession exposure.
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Unemployment Rates by Study Counties, January 2006 – July 2010
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Figure 1. Participant Screening, Enrollment, and Follow-Up Completion*
*Participants withdrawn between the 3, 6, and 9 month follow-up were withdrawn by the PI
due to no longer meeting inclusion criteria. Across groups, the primary reasons for
withdrawal included becoming pregnant (14.6% of withdrawn participants), moved from
area (52%), and other (33.3%). Reasons for withdrawal were distributed evenly across
groups. Participants withdrawn for the study were not allowed to re-enter the study at a later
time point; however, it was not uncommon for participants to miss an early follow-up visit
and return for a subsequent follow-up. Of the 373 women eligible to complete the 9 month
follow-up (i.e., those who were not withdrawn from the study - 188 in the CG, and 185 in
the IG), 76% completed the final follow-up visit (n=285).
Kneipp et al. Page 17














Survival Estimates for Remaining Unemployed, by Group Assignment
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Survival Estimates for Remaining Unemployed, by Recession Exposure Group
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Table 3
Bivariate Relationships between Baseline Sociodemographic and Health Characteristics and Employment
Outcomes
Characteristic
Any Employmenta Time-to-Employmentb Employment Ratec Max. Continuous Employmentd
OR(SE) X2,Coef (SE) Coef (SE) Coef. (SE)
Age .95* (.013) −.031* (.009) .002 (006) .913 (.706)
Education
< High School/GED Reference Reference Reference Reference
 High School/GED 2.06* (.617) .341* (.164) −.005 (.105) 13.45 (13.9
 Some College/ College
Degree 1.60* (.428) .216 (.156) .026 (.100) 13.27 (13.3)
Race
 Caucasian Reference Reference Reference Reference
 African American .75 (.181) −.163 (.133) −.012 (.084) −2.77 (11.2)
 Other 4.4 (4.68) .578 (.333) .166 (.210) 43.5 (28.1)
Prior TANF Receipt
 Never Reference Reference Reference Reference
 1–2 Times .54 (.174) −.351* (.159) −.098 (.010) −13.6 (13.3)
 3–4 Times .45* (.182) −.523* (.220) −.179 (.139) −34.5 (18.4)
 < 4 Times .61 (.253) .437* (.215) −.144 (.138) −17.7 (18.2)
Depression (BDI-II) .99 (.010) −.007 (.005) −.003 (.004) −.513 (.468)
General Health (SF-12v2) 1.00 (.005) .002 (.003) .002 (.002) .112 (.258)
Functional Status (SF-12v2
Composite) 1.01* (.005) .006* (.003) .001 (0.002) .014 (.243)
Number of Chronic Health
Conditions .96 (.051) −.005 (.031) .004 (.019) 3.93 (2.60)
Total Number of Symptoms .99 (.017) .003 (.009) .001 (.007) .483 (0.919)
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